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MITRAL STENOSIS AND LEFT RECURRENT PARALYSIS. 


BY 
M. P. SCHUSTER, M. D., El Paso, Texas. 


Mrs. H., aged 38 years, came to my office on Sept. 28th, 1917, with 
a complaint of cough, dyspnea, hoarseness and palpitation. Her troubles 
had begun about a year ago with an abortion, following which she had 
fever, and, later, articular rheumatism all through the winter. Six 
months ago dyspnea set in; the hoarseness had begun about three months 
before her call at my office. She had to rest for several minutes before 
talking coherently. The voice was not exactly hoarse, but high pitched 
and muffled. In a similar case one writer had characterized the voice 
as Vox Anserina, goose voice. Patient could not pronounce a somewhat 
long sentence without running out of breath and making renewed in- 
spirations. On inspection the larynx and trachea showed a perfectly 
normal appearing color and shape, the left side however, presented some 
thinning, especially the aryepiglottic fold. The left was perfectly im- 
movable on phonation and respiration, the vocal cord staying steadily in 
the middle line, corresponding to the second stage of the paralysis of the 
recurrent branch of the vagus, when there is still some tonus left in the 
adductor apparatus. The median edge of the left vocal cord slightly 
concave. On phonation the right arytenoid moves somewhat over the 
middle line to the left and in front of the left arytenoid. Fig. 1. 

The chest shows slightly heaving pulsation, apex beat in 5th inter- 
costal space in mammillary line. Epigastric pulsation, dullness extends 
a finger’s width to the right of sternum, over apex systolic sound and 
slight presystolic murmur; slight thrill. Pulmonary sounds not clear, the 
second somewhat slapping. Over the tricuspid systolic murmur and slap- 
ping second sound. No Oliver symptom, over manubrium no dullness, 
radial pulse equal on both sides. Over the aortic ostium two slapping 
sounds. Systolic pressure at various times between 120 and 135 mm; 
frequency of pulse between 108 and 122. Some venous pulsation on neck. 
Cough, moist rales over both bases of lungs. Urine clear, spec. Gr. 1012, 
acid; on acetic acid and boiling test slight turbidity. Diagnosis: Artic- 
ular rheumatism followed. by endocarditis (the whole picture correspond- 
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ing to what in French literature is called the grand coeur rheumatismal de 
Ducroziez). (2). Stenosis and insufficiency of mitral ostium and paralysis 
of left recurrent nerve. 
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What caused this paralysis? Aneurysma, tumors, enlargement of 
mediastinal glands, adhesions, etc., have been well known to cause recur- 
rent nerve paralysis. Physical examination as well as the X-ray picture 
preclude any of the above named causes; Figs. 2 and 3. The sequence of 
events point strongly towards their causal relation in order of their ap- 
pearance; that is to say, an abortion caused septic infection of the endo- 
cardium, the stenosis caused the enlargement of the left auricle and finally 
the pressure of the enlarged auricle produced the squeezing of the left re- 
currens vagi against the arch of the aorta, or the obliterated ductus Botalli. 
This reproduction from Morris anatomy will refresh your memory as to the 
exact relation of the left recurrens vagi where it winds around the arch 
of the aortic. The X-Ray picture (dorso-ventral) shows no shadow in the 
upper mediastinum indicative of aneurysma or neoplasma. al 
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The fact that stenosis of the left auricle can cause paralysis of the 
left recurrent nerve has been recognized only since Ortner’s paper (1). 
In his first case he made a mistaken diagnosis of aneurysma of the arch 
of the aorta and correctly recognized a stenosis and insufficiency of the 
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mitral valve, relative insufficiency of the tricuspid, active dilation of the 
heart, especially its right side. Post mortem: heart and pericardium 
grown together but easily separated. Heart enlarged in its entirely; left 
ventricle shows large lumen but little hypertrophy of muscle. Left venous 
ostium permeable for almost two fingers, free edge of valves, much thick- 
ened and covered with organized and also smooth membranes. Left 
auricle enlarged to the size of a man’s fist, pressing upward and forward 
so that the left main bronchus rides on it and its posterior wall appears 
flattened. A piece of the left recurrent of about 2 MM length appears 
grayish, thinned, translucent where it winds around the arch of the 
aorta, just at the point where the enlarged left auricle bulging uppermost 
presses on the left bronchus. Denegration. Myelin globules. Aortic 
valves normal, no aneurysma. 

Ortner’s second case was a woman 34 years of age who had artic- 
ular rheumatism 12 years previously and began to complain 2 years be- 
fore her present illness of palpitation, dyspnea, dizziness, sometimes 
fainting, cough, at times vomiting and lately swelling of feet and abdo- 
men and hoarseness. Examination revealed besides pulmonary symp- 
toms, enlarged heart, over the apex sometimes presystolic murmur, loud 
first sound, systolic murmur, split weak diastolic sound. Over pulmonary 
and aortic ostia after first sound systolic murmur; after second aortic 
sound diastolic murmur, over tricuspid two dull sounds. Laryngologically 
paralysis of left vocal cord. Congestion of abdominal organs, ascites and 
anasarca. All symptoms became gradually more intensive and patient 
died. Post mortem: heart totally enlarged and adherent to pericardium. 
Mitral ostium button-hole shaped, 2 CM long and 14 CM wide, tendons 
of valves shortened and thickened. Left auricle enlarged to the size of a 
man’s fist. Aortic valves thickened hardly admitting a little finger; 
aorta otherwise normal. 

At the meeting of the I. R. Society of Physicians of Vienna (3) Dr. 
A. Kahler reported the case of a 22 year old female patient with paraly- 
sis of the left recurrens vagi, in which bronchoscopic examination showed 
a narrowing of the left bronchus, caused by a flattening and protruding 
of the antero-inferior circumference of the bronchial wall. He had seen 
similar cases with mitral involvement and made a diagnosis of probably 
a mitral vitium with enlargement of the left auricle. Examination by 
an internist confirmed this diagnosis. In this connection Prof. O. Stérk, 
pathologic anatomist, showed mouldings of bronchi, which, under the 
influence of enlargement of the left auricle underwent deformities con- 
sisting in elevation and curvation, and also flattening in the direction of 
the antero-inferior to postero-superior line. Stérk added that in collab- 
oration with Prof. Kovacs he conducted a series of researches, with the 
result that he considered the most essential, if not the only modus of 
bringing about the above clinical picture: the recurrent loops around the 
aortic arch within the space of the most intimate contact between aorta and 
the left main bronchus. In consequence of the pathological enlargement of 
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the left auricle the left main bronchus is pushed more and more into this 
concavity of the arch and thus the recurrent suffers an increasing amount 
of pressure. Fig. 5. 

The exact mechanism of the damaging of the recurrent nerve has been 
variously given by other authors. For instance Hofbauer (4), Fig. 6, who 
made the diagnosis of mitral stenosis with the aid of an X-ray picture, 
- mentions that his patient himself called attention to the fact that in 
certain postures he was less hoarse and could talk better. Examination 
showed that when patient lay on his back or on his right side he could 
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FIG. 5 


speak much better than lying on his left side or bending over. Hofbauer 
comes to the conclusion that in his case as well as Kraus’s, there was en- 
largement of the right heart, the heart lying transversely on the un- 
yielding diaphragm with subsequent change in the relation of pulmon. art. 
lig. arteriosum, and arch of aorta causing crossing and constriction 
of the nerve by the lig. Botalli. In bending forward, the heart gravi- 
tates forward and drags the aorta and the n. recurrens while in the su- 
pine posture the heart is nearer the vertebral column and relaxes the 
nerve looped around the arch. (5) The cause was the flattening of the 
nerve against the ligamentum Botalli. In both cases the laryngeal trou- 
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ble arose almost simultaneously with the heart symptoms and not in the 
stage of grave decompensation. He also quotes G. Prota’s (6) 2 cases 
where the dysphonia changed with change of patient’s posture. Such 
variability in the larynx symptoms may be utilized he thinks, in the diag- 
nosis of a non-aggressive movable body acting only through pulling or 
pressure. In Kraus’s case the left auricle, although dilated, was 4 CM 
from the point of compression. 














G. Cohn (7) very properly classifies the cases reported up to the 
time of his writing, into cases with post mortem, those with X-ray pic- 
tures and those in which diagnosis was made by physical examination 
only, and emphasizes the superior scientific value of the first two cate- 
gories. Among the first class cases H. V. Schrotter’s is remarkable, in 
which the nerve was injured by pressure between the aorta and the di- 
lated ductus Botalli, principally, as he thinks, through pulsation pres- 
sure. The second class of cases show generally a broadening of the 
mediastinal shadow corresponding to the left auricle. Cohn’s own case, very 
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carefully and minutely observed belongs to this class. Fig. 7. He leaves the 
possibility of error open, especially as to the exact mechanism of the 
nerve injury, which may be according to the cases thus far published, 
either direct pressure of the dilated left auricle, or indirect, the left ap- 
pendix or pulmonary artery impinging directly on nerve, or anomalies 
of the ductus Botalli. 


In a scholarly paper Fetterolf and Morris (8) review the 37 cases 
of recurrent paralysis with mitral stenosis published to 1911, including 
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autopsies and point out the discrepancies in the findings. On the 
strength of their researches on formalin hardened sections, they come to 
the conclusion that pressure of the left auricle against the left bronchus 
in one of Ortner’s cases and against the aorta in another is impossible. 
Yet they examined normal bodies, while Stérk’s picture and 
the great distensibility of the left auricle contradict their absolute asser- 
tion. Minkowski (9) removed a heart at autopsy containing almost 
3,000 cc of blood. . Dilated auricles have been mistaken for hydroperi- 
cardium and tapped. 
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At all events we see that stenosis of mitral ostium causes true paral- 
ysis and degeneration of the left recurrent laryngeal nerve which are in 
accord with the socalled Rosenbach-Semon law, which says, that in all 
organic and progressive lesions of this nerve the abductor fibres are 
the first to lose their function, while in so called functional troubles, the 
adductor group weakens first. The behavior of my case as well as 
those found in literature bear this out. The cause of this law is greater 
susceptibility of the nerve fibres going to the crico-arytenoideus posticus 
muscle, according to Semon and his followers, while Grabower, who 
took the trouble to actually count the nerve terminals in that muscle and 
found them absolutely and relatively less than many other laryngeal 
nerves, concludes that this is the cause of its inferiority to the fibers of 
the adductors. 


I subjoin a list of titles (Nos. 10 to 18), which either add nothing 
new to the observations here recorded, or were not accessible to me. As 
you see the cases reported in the twenty years since Ortner’s first case, 
are not very numerous and this the excuse for the present paper. 


The conclusions to be drawn from these cases are: 


1. Paralysis of the left recurrent laryngeal nerve associated with 
mitral stenosis is comparatively rare. 


2. The mechanism of the lesion is not uniform, but consists in a 
general way in direct or indirect pressure of the left ventricle against 
the contents of the upper mediastinum. 


8. Paralysis of the left recurrent nerve may be an aid in the diag- 
nosis of mitral lesions. 
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THE VALUE OF A CAREFUL HISTORY IN THE TREATMENT OF 
CHRONIC DIGESTIVE DISORDERS AND THE NECESSITY 
OF POST-OPERATIVE MEDICAL TREATMENT 





BY 
ELLIOTT C. PRENTISS, M. S., M. D., El Paso, Texas. 


(Read before the Medical and Surgical Association of the Southwest, 
Albuquerque, N. M., Dec. 8th, 1917.) 





The objects of this paper are to call your attention to the importance 
of a carefully taken history as aid in the proper administration of med- 
ical treatment in chronic digestive disorders, both before and after 
operation, and also to the fact that operative cases too frequently do not 
receive the medical attention they require after operation and the wound is 
healed. The latter point, particularly, is not receiving enough attention 
from many surgeons and general practitioners. Operation for the surgical 
condition is in many cases not sufficient; the causes underlying its de- 
velopment should be sought for and corrected. These facts can only be 
obtained by attention to detail in taking the history. A man in busy 
practice too often does not take the time to go into these details. Chronic 
digestive disorders requiring surgical interference are frequently the 
natural and inevitable results of factors operating over a considerable 
period of time. The surgeon may relieve these late pathological lesions, 
but generally does not make a serious attempt to discover and correct 
the underlying causes. 


One who takes many histories in this line of work is soon impressed 
with the fact that slight errors of living and diet at first lead to slight 
pathological changes, which with continued operation of these errors 
lead to diseases that eventually require surgical interference. Of course, 
all people making such errors do not have this result, but a large number 
who are operated upon will give such a record if the history be obtained 
carefully enough. 


A common error is carelessness regarding the toilet habit. As a 
child grows he is left to look after this for himself, and too frequently 
goes only when there is a definite call or when forced to do so. Girls 
are sometimes overmodest, and neglect this when visiting or among 
strangers, as at a boarding house, from having only a dirty or cold 
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toilet to use, or from not having been told the necessity of regularity. 
Men and women in all walks of business and social life often neglect it 
also for varying reasons. This is a frequent beginning of intestinal 
stasis. 

A lack of sufficient physical activity is often a very important fac- 
tor in the causation of constipation. Children and young boys and girls 
are very active, and usually have regular bowels, unless there be some 
bad habit or anatomical defect. During college and seminary days many 
become less active and constipation begins. As a man advances in his 
business or professional career there is usually less and less time given to 
exercise, with greater tendency to stasis and its results. He also earns more 
money, and this allows more comforts, among others richer food and 
more of it. This comes at a time when he is less able to utilize it than 
earlier, as he is taking less physical exercise. This throws an added 
strain not only on digestion, but also on the kidneys, predisposing to dis- 
eases of those organs with arteriosclerosis and allied conditions. An in- 
crease of weight occurs, which is mostly put into fat, and the muscles 
diminish in tone and become soft. These factors, with mental overwork 
and worry, tend to aggravate existing constipation. 


The sedentary life of many women is particularly conducive to in- 
testinal stasis and its results. Pregnancy and child-birth increase this, 
and especially predispose to ptosis and gall bladder infections. When 
these conditions start, by their effects on the general health, they pre- 
dispose to disturbances of menstruation and to aggravation of any ex- 
isting nervous disorder, thus forming a vicious circle. 


These are only a few of the common errors. If medical men seeing 
these patients early would, by careful attention to detail, find out these 
errors and do all they could to correct them, there would be fewer to 
reach the operative stage. 


We know that intestinal stasis leads to decomposition of food and 
bacterial overgrowth, with absorption of toxines, and that these predis- 
pose to pathological lesions in the stomach, intestines and gall bladder, 
and also to adhesions. 


In taking these case histories there are two diseases about which the 
patient should always be questioned—typhoid fever and _ intestinal 
amoebic infection. Gall bladder infection is a common sequela of typhoid, 
and is a very frequent precursor of gall stones. Typhoid may also be the 
cause of intestinal ulceration and catarrh, and of adhesions. A long 
standing amoebic infection, with of course bacterial invasion engrafted on 
it, not only frequently leads to abscess of the liver, but also to appendi- 
citis, gastric and duodenal ulcer, cholecystitis and adhesions. 


In this connection may be mentioned a mistake that is still commonly 
made by surgeons. We know that in regions where amoebic dysentery 





12 SOUTHWESTERN MEDICINE 





exists abscess of the liver is a rather frequent complication. The abscess 
is opened and drained, and emetine is injected, which materially assists in 
the healing of the abscess cavity and wound, and diminishes the number 
of amebas in the intestines, but does not eradicate them. The injection 
of emetine alone is seldom sufficient to get rid of these organisms. After 
healing of the wound antiamoebic treatment should be continued as long 
as any active organisms or cysts can be found in the faeces. Even then the 
patient should return several times at intervals for examination of the 
faeces to make sure that all the amoebae have been killed. Without these 
precautions, which are frequently overlooked, another abscess may de- 
velop or the patient have continued trouble from the intestinal infection. 


A patient upon whom a gastro-enterotomy has been performed 
should be very careful about his diet and mode of living, and must not 
consider himself permanently cured and out of danger of further trouble. 
I have seen one fatal case due to carelessness, which however was on the 
patient’s part, and have under occasional observation two others who are 
having trouble on account of not being sufficiently careful. Proper post- 
operative care in these cases should diminish the occurrence of jejunal 
ulcer and vicious circle. 


SUMMARY 

1. In taking histories in chronic digestive disorders an effort should 
be made to determine the causes leading up to the present condition. 

2. It is of great importance to correct errors in the diet and mode of 
living. 

3. Operation for pathological lesions of the digestive apparatus is 
generally not sufficient; errors leading up to their development should be 
discovered and corrected. 

4. Amoebae should be completely eradicated from the intestines 
after operation for amoebic abscess of the liver. 

5. Patients after operation for gastro-enterostomy should not con- 
sider themselves permanently cured, should always be careful regarding 
diet and mode of living, and should remain under regular medical super- 
vision. 
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A MESSAGE FROM OUR NEW PRESIDENT. 


(Read Jan. 7, 1918, by Dr. Hugh White, incoming President of El Paso County 
Medical Society for 1918.) 





I wish to thank the members of this Society for the honor they have 
done me by making me their president. I feel that it is the greatest honor 
ever bestowed upon me; for I have been elected by the men with whom I 
have come in daily contact, and who, better than any others, should know 
me. 

Our Society; like other organizations, will pass through a critical 
period during the next twelve months, for the loss of members who are 
offering their services to the country means that those who remain at 
home will have additional burdens put upon them by the conditions inci- 
dent to a state of war. I want to ask every member to help me—in spite 
of this, to keep our society up to the high standard which it has main- 
tained in the past. In my daily practice, I find myself treating patients 
according to methods brought out in its discussions; and I know that the 
members, by attending regularly, not only help the society but likewise 
help themselves. I hope to maintain the good fellowship which has ex- 
isted among the members for the past year; and as, a “house divided 
against itself” will surely fall, we want no divisions. I can do nothing 
without your co-operation, and that means your regular attendance and 
interest, so that we may work together for the common good. If there 
are any members of the Society who are opposed to the present officers, 
let them not absent themselves from the meetings because of personal 
feeling, inasmuch as the Society belongs to the members and not to the 
officers. 

I have made no great plans for the year now beginning, as I feel that 
at present I do not know the exact needs; but I am sure that these will be 
brought out in the management of affairs. I will ask for your help in 
dealing with them as they present themselves. 

Within a short time we hope to have a large cantonment of troops 
here and I trust that every member of this society will make an effort 
to influence the medical men of the army to meet with us. An inter- 
change of ideas with men coming from all parts of the United States 
will be stimulating to us and their meeting with us will, no doubt, afford 
them some pleasure and benefit. 

I regard the advancement of the Journal as one of the important 
works before this Society. For upon it much depends, especially the 
bringing about of closer relations between the members of this society 
and the medical profession of Arizona and New Mexico. The life of the 
Journal depends upon well worked-up papers. If it is to develop and 
become a success, it must be through the contributions of the individual 
members of this society with those of Arizona and New Mexico, and in 
contributing I sincerely trust our members will prove themselves to be 
no slackers. 





Please ado not mark books. 
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A LITTLE MEXICAN MEDICINE 


BY 
BIM SMITH, M. D., Douglas, Ariz. 


In giving you a little Mexican medicine, it is not done with the idea 
of criticism or ridicule, but rather to give a little synopsis, as it were, of 
the simple and home remedies employed by the natives of Mexico for the 
treatment of diseases. Their modern medicine as practiced by physi- 
cians differs but little from ours, except that they follow more closely the 
French school. 


For convenience, we will consider the subject under two heads: first, 
those coming under the head of superstition, and second, those that are 
really scientific. 


Of early Mexican medicine we can learn but little, as the great Span- 
ish conqueror and destroyer, Cortez, made away with most of the rec- 
ords and manuscripts, and in fact about everything he could find in the 
archives of the Aztec and Toltec temples that would give us any history; 
so that now we have but the mute ruins from which to draw our con- 
clusions. I speak of “temples” because the early Mexicans were not 
roaming tribes of Indians like ours of the more northern portions of 
America, but had fixed homes in large and beautiful cities, with wonder- 
fully constructed pyramids, palaces and temples, which were used by 
them in their peculiar worships and ceremonies. 


In visiting these ruins one is impressed with their massiveness and 
wonderful mode of construction, and notes that they are laid out on the 
lines of the compass, bearing a distinctive design of architecture all their 
own. This is especially true in the ruins of Mitla and Monte Alban, in 
the State of Oaxaca. Reading from the hieroglyphics of these old walls 
we can see carved outlines of various plants and herbs that can reason- 
ably be believed to have been used as curatives by those ancient people. 
However, they were a people very religious and superstitious and prac- 
ticed human sacrifice to rectify any contrary conditions of the elements. 
Thus we may expect their medicine to have been closely allied with 
superstition and witchcraft, just as our own was in the early days of 
witchcraft and alchemy. We find, today, among the ruins of Mitla and 
Monte Alban stone idols and charm stones as proof of what we might 
expect; that is, a method of treatment based strongly on superstition 
and misbeliefs, such as the wearing of beads, charms and idols about 
the body to ward off disease and evil spirits. For instance, we find 
many small, carefully carved stone idols which were known as the house 
idols, and were worn around the neck by different members of the 
family as a charm, or to ward off evil spirits, in much the same way 
as the cross is worn by us today. The foliated Cross of Plenque is a 
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most wonderfully carved hieroglyphic showing a perfectly carved cross 
decorated with foliage, a bird of paradise above it, and a priest resem- 
bling an Egyptian priest on one side, evidently in devout worship. This 
cross is the oldest known in Mexico, and is claimed by authorities to 
antedate the story of the cross in our own Bible. The wonderful temple 
at Mitla was laid out in the form of a perfect cross, and had no doors 
or windows, but was entered by a secret underground passage; it had 
its secret chambers and most wonderful mural carvings as shown by 
their photographs. Nearby is a tomb or sarcophagus, wonderfully 
carved and also built in the form of a cross. And so today throughout 
Mexico, naturally we find a strong tendency toward the superstitious 
rather than the scientific side of medicine, and more especially among 
the, primitive tribes of Indians and lower classes who are the servants, 
but naturally instil, to some degree, many of those same beliefs into the 
better class with whom they are serving and closely associated. 


First, let us deal with some of the superstitious and general beliefs 
practiced today by many Mexicans, and undoubtedly handed down from 
their superstitious and primitive ancestors. For instance, the common 
use all over Mexico of the bead like chain of the snake’s vertebra hung 
around the necks of children to especially assist in dentition and ward 
off various ills. This is a very common custom practiced right here 
among ,us today, and you can offend some of the better class families by 
making light of the same. Only a few days ago, I saw a Mexican drop 
some large hot copper pennies into a bowl of water and administer the 
water to his wife who was with hemorrhage. The only case of noma 
I ever saw was in an individual who was being treated by a Mexican 
priest, who sometimes treated his people in the absence of better medical 
aid. The priest had bisected a large bull frog, and applied each half of 
the body of the animal, cut side against the cheeks of the patient, and 
fastened same there by means of bandages. Upon being called once to 
see a man have fainting spells from the excruciating pains caused by 
gall stones, I noticed many dead chickens in the yard, and all had been 
cut open on the breast; upon entering the room of the patient I saw 
more chickens being applied to the patient’s body. After first having 
made a deep incision in the breast of the bird so as to leave a large 
bleeding surface, this was applied to the naked breast and abdomen of 
the patient. The alarmed housewife explained to me that this was her 
only means of prolonging the life of her husband until medical aid 
could arrive. 


The male organs of the cajuama, or sea turtle, are generally be- 
lieved to have very strong aphrodisiac powers when secretly given to a 
man and the female organs likewise when given to a girl secretly in the 
soup or other food. . 
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Iman, or lode stone is placed under the pillow of her lover by a 
jealous woman to keep him drawn to her, and prevent him from running 
away, but this must be done secretly, and should anything become of the 
lodestone it is a bad omen. 


Eheceras or the casting of spells is firmly believed in, and practiced 
by many, and curenderos are never lacking to prey upon the minds of 
this ignorant class as well as their pocket books, by casting spells secretly 
upon some enemy. I once saw a wooden image of General Torres that 
was taken from a little shrine in one of the deep mines in Sonora. This 
image had nails, arrow points, and daggers piercing the body in various 
places, that were actually believed by the Yaqui Indians to produce 
agonizing pains in the general himself, who was at that time considered 
one of their worst enemies. 


Cow manure poultices are often applied to women with hemorrhage, 
and naturally often produce tetanus, as the Mexican soil seems especially 
favorable for the growth of tetanus bacillus. I could recite numerous 
methods generally employed today that seem to be based entirely upon 
superstition handed down through the ages, but with a strong and un- 
faltering faith. 


On the other hand, under the more scientific group of medicines 
and modes of curing, we find used some very valuable herbs; of which 
I will only name a few that are in most general use: 


Yerba Buena (Peppermint) is given for various ills and has consid- 
erable merit, and probably is the most generally used. 


Manzanillo, or dog fennel, the old German camomile tea, is given to 
both children and adults as a general sedative and to correct disorders 
of the stomach. 


Azahar, or the dried petals of the orange blossom, are steeped into 
an infusion, and given for nervous disorders, hysteria, and various heart 
troubles. 


Pammita, a small seed similur to flax, with its gelatinous coat is 
mixed with water, and given as a soothing drink in cases of diarrhoea 
and dysentery. 


Yerba del Manzo, is a root having strong astringent properties due 
to its tannin, and also being a strong rubefacient, is used in the treat- 
ment of various wounds, by being applied locally or in the form of an 
infusion. 


Sinaruba, is used internally for dysentery, also on account of the 
tannic acid it contains. 


Ayala, or the oak gall, is hollowed out and filled with water or wine 
which takes in solution a certain amount of the tannic acid, is given 
with great benefit in pulmonary hemorrhage. 
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Romero and Malva are used for their vapors, and as enemeta. 

Pichawa or Peote, also contains a large amount of tannic acid, and 
is said also to be a strong aphrodisiac as well as an abortive, and the 
rule is, that seven sticks of one inch each are sufficient to make a dose 
of the infusion. 


Castor oil is probably the greatest used purgative, although Azoge, 
or pure mercury, is often given; also Azacon or the red oxide of mer- 
cury, is supposed to be especially good for the opening up of an im- 
paction. 


Cedron seed or cinnabar cedron is used as a general antispasmodic 
or antidote in the treatment of poisonous insect bites, and I have often 
seen the native doctor fish from his vest pocket the kernel of the crude 
nut resembling in appearance a large horse chestnut, but much more 
bitter, shave off a desired portion, and administer same to the convul- 
sive patient with beneficial results, especially in cases of the sting from 
a scorpion. We now use a fluid extract of the same nut which is listed 
among the non-official remedies, and has proved a valuable remedy in 
the treatment of poisonous insect bites. 





AN ANOMALY IN LOCATION OF TERMINAL ILEUM 


(With Case Report.) 


BY 
FREDERICK T. WRIGHT, M. D., Douglas, Ariz. 


Anomalies in the location and attachment of the caecum and the ad- 
jacent terminal portion of the ileum have been reported not infrequently. 
Their location is, obviously, a matter largely depending upon the length 
of mesentery. With a long enough mesentery, the caecum may be found 
in any part of the abdominal cavity, as indeed it has been found, and 
wherever it goes the terminal portion of the ileum naturally accompanies 
it. On the other hand, the mesentery may shorten up to the vanishing 
point, in which case one or both of the organs in question may become 
firmly attached to the abdominal wall. 


Bennett and Rolleston (1) report three cases in which the lower five 
inches of the ileum had no mesentery. The peritoneum passed over and 
fixed the intestines firmly to the back of the abdomen. This fixed part 
of the ileum began at the right sacro-iliac joint and passed with a slight 
curve upward to open into the caecum which had not descended but was 
lying over the right kidney and was likewise bound down by peritoneum 
which passed over it. In one of their cases the ileum had been sharply 
twisted on itself at the point where the portion of gut with normal 
mesentery joined the lower five inches. The lumen of the gut was here 
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obliterated, causing a fatal obstruction of the bowels. It appeared prob- 
able that the twisting of the ileum had been favored by the anatomical 
arrangement of the parts. 

Faure (2) reported two cases in both of which the caecum was sit- 
uated very high up at the lower extremity of the kidney; and leading 
directly downward from this, in the location usually occupied by the 
ascending colon, was the terminal portion of the ileum, which, for a dis- 
tance of twenty centimeters was fixed, immovable, retroperitoneal, in 
contact along its entire deep surface with the cellular tissue and iliac 
fascia. At the level of the sacro-iliac symphysis it acquired its usual 
mesentery. 

Merigot (*) reports a similar case in which the extremity of the 
ileum was likewise subperitoneal, but with the caecum situated at a 
lower level than normal, viz: in contact with the crural arch. 

The case I have to report was observed post mortem in a man who 
had died following an operation for what had been diagnosed as chronic 
appendicitis. The following arrangement of the caecum and terminal 
portion of the ileum was found. The caecum was located in its normal 
place in the abdominal cavity. It was, however, as though rotated on 
its longitudinal axis about 180 degrees, so that the base of the appendix 
presented on the anterior and external aspect instead of on the inner and 
posterior. The ileum joined the caecum on its outer side, and, instead 
of running thence towards the middle of the abdominal cavity, ran 
directly outward and a little towards the middle of the abdominal cav- 
ity, ran directly outward and a little downward to the external abdom- 
inal wall, a distance of perhaps three inches. This portion of the ileum 
was provided with a mesentery which became shorter as the abdominal 
wall was approached and finally disappeared. When the ileum reached 
the abdominal wall it disappeared behind the peritoneal layer, and ran 
directly downward for about four inches, completely covered all the 
way with peritoneum, and intimately adherent to the subjacent tissues. 
It then emerged from behind the peritoneum, turned directly inward 
and upward, acquired a mesentery, and became, so to speak, its usual 
part of the normal abdominal contents. There was no indication that 
this condition was the result of any inflammatory process. This retro- 
peritoneal portion of the ileum simply came over to the abdominal wall, 
lost its mesentery, disappeared in a tunnel beneath the peritoneum, 
emerged, acquired a mesentery, and proceeded back into the abdominal 
cavity where it belonged. The retroperitoneal portion was of decidedly 
smaller calibre than the adjacent portions, a point well worth noting. 
This patient had been operated upon for chronic appendicitis. Ait the 
operation, I was informed, the appendix presented itself very promin- 
ently in the incision, and appeared to be attached to the anterior aspect 
of the caecum. The appendix was amputated without any examination 
of the adjacent portion of the ileum. Consequenty this anomaly, which 
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was no doubt responsible for the clinical syptoms which had been diag- 
nosed as due to appendicitis, was overlooked. 


The cause of these anomalous arrangements of the intestine is of 
course a matter of speculation. Harvey (*) has discussed the matter 
rather fully. According to him two views are held: one, that all these 
unusual conditions about the caecal region, including such a condition as 
here described, besides Lane’s kinks and Jackson’s membranes, are the 
result of previous inflammation; the other ascribes them to developmental 
defects. As bearing out the latter theory, a series of autopsies on 105 
children all under four years of age disclosed the fact that a considerable 
percentage had some anomalous anatomical condition about the caecum. 
Certainly in the case here reported, as well as in those referred to above, 
there was no evidence of a previous inflammatory condition. 


The moral to be drawn is this: examine the ileum as well as appen- 
dix. Probably the advocates of minute incisions for appendicitis are les- 
sening with time. With Lane’s kinks, Jackson’s membranes and anom- 
alous arrangements of the ileum lurking just around the corner, it be- 
hooves one operating for chronic appendicitis to assure himself that the 
appendix is really the sole offender. 


1. Journal of Anatomy and Physiology, Vol. XXV, 1891, p. 87. 
2. Bulletin de la Soc. Anat. de Paris, Vol. IX, 1895, p. 9. 

3. These de Paris, 1887. 
4, 


Proceed. N. Y. Patholog. Soc., Vol. XIV, 1913-14, p. 52. 





OBSCURE FEVERS OF INFANCY AND CHILDHOOD 


BY 
J. A. RAWLINGS, M. D., El Paso, Texas. 
(Read before the Medical and Surgical Association of the Southwest, Albuquerque, Dec. 7th, 1917.) 


This subject has always been of great interest to me, for such cases 
put a man on his mettle and lend an additional interest to the particular 
case in hand. Too many times, we are satisfied to treat a case sympto- 
matically without making efforts to arrive at a proper diagnosis. Yet, 
sometimes, try as we may, we are baffled and must have time as our 
chief aid, yet occasionally, even time, added persistent and intelligent 
effort, will not make the diagnosis. The heat centers in infancy are 
easily disturbed, and the curves of temperature run to greater extremes 
than in adults. Children as a rule, bear fever well, but there are types 
that get very nervous and fretful and go into convulsions, where the 
temperature persists around 104 degrees. Because of these easily dis- 
turbed heat centers, we find rises of temperature from very slight 
causes, so that fever is not so important, or significant a symptom in in- 
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fancy and childhood, as in adult life. This very fact renders the cause 
more difficult to determine and requires time to help out in a proper 
diagnosis. 

Here I digress to protest against the careless method still used by 
some practitioners of taking the temperataure in infants in the groin, or 
under the arm. The correct reading can only be obtained per rectum. I 
mention this, because I frequently find men taking an infant’s temper- 
ature in the old way. 


Season and daily temperature govern types of fever, for instance,— 
in the spring and summer we get types due to gastro-intestinal disturb- 
ances—though of course, these may occur at any season. Then, in the 
fall and winter, we get the types peculiar to these seasons, such as 
typhoid fever, tonsillitis, laryngitis, bronchitis, pneumonia and influenza 
and its complications. Keeping these seasonal facts in mind, it is easier 
to put our minds upon the particular cause, in a given case. 


The diseases that usually cause more or less obscure fever in infants 
under three years, may be named as follows, and I shall try to give them 
in the order of their frequency and importance, as they have appeared 
to me in my twenty-eight years of practice: OTITIS MEDIA, ACUTE 
INTESTINAL INFECTIONS, LOBAR PNEUMONIA, PYELOCYSTI- 
TIS, INFLUENZA, SEPTIC INFECTION, EMPYEMA and HOLT’S IN- 
ANITION FEVER. When we pass three years of age, probably TU- 


BERCULAR infections cause us most trouble, particularly the glandular 
or lymphoid forms, also, we are more apt to get Typhoid after this age. 
OTITIS MEDIA: 


I have found this disease a most common cause of obscure fever, 
particularly in cases following attacks of influenza; I have been partic- 
ularly impressed with the number of cases following this disease. Of 
course, we are always on the lookout for otitis following measles and 
scarlet fever, and are not apt to overlook it. One difficulty in children 
under two or three, is that they rarely indicate the ear as the point of 
pain, whereas, older children complain of earache. In fact, occasion- 
ally, very little pain accompanies this inflammation. The fever is 
usually very erratic, taking on a septic type. Otitis frequently is a 
sequellae of tonsillitis, so much so that one should ever be on the lookout 
for it. Then again, any inflammatory condition which attacks the throat, 
nose or chest, may involve the middle ear. I always carry with me a 
head mirror and ear speculum and when I have reason to suspect an ear 
involvement, I inspect the drums. This examination as a routine will 
reward the physician in finding many inflamed drums, which were not 
suspected, which may be greatly benefited by appropriate treatment. I 
have been greatly struck with how little apparent involvement of the 
drum, may cause a high temperature, as shown by the subsequent course. 
Unless the practitioner watches the drums in the above described dis- 
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ease, he will be chagrined by the mother exhibiting a discharging ear 
at his next visit. One striking peculiarity of otitis, is how easily the 
drum will rupture in some infants and how long it will remain without 
rupturing or go on to resolution in others. I would urge all practition- 
ers who handle infants, the great importance of frequent and careful ex- 
amination of ear drums in all inflammatory conditions of nose, throat 
and chest. 


GASTRO-INTESTINAL INFECTIONS: 

These are largely seasonal and most apt to occur during the heated 
terms, so when an infant in these seasons is feverish, even though it 
show no digestive disturbance, one’s mind naturally and properly reverts 
to a bowel infection and we proceed to clean out the intestinal canal by 
irrigation and laxatives and to regulate the diet. As a rule we are re- 
warded in 24 to 48 hours, with a normal temperature, unless the infec- 
tion is severe, in which case, other symptoms, such as vomiting or diar- 
rhoea, or both, complete the diagnosis. 


MEASLES is another disease which sometimes throws us off our 
guard and leaves us chagrined when the eruption appears. This is not 
apt to be the case if an epidemic is present, but many times, in isolated 
cases, especially where very little coryza or bronchial symptoms are 
present, it is easy to make a mistake. Of course, in this type of cases, 
or in the gastro-intestinal, the diagnosis is not long delayed. But, if 


you make it arule to look into the mouth for Koplik’s spots and since 
these precede the eruption 24 to 48 hours, you will not be so easily mis- 
led. 


LOBAR PNEUMONIA: 

This disease presents obscure symptoms at times, for we know full 
well that high fever and rapid respiration does not always mean lung 
involvement, for we have all seen rapid breathing due to high temper- 
ature, which caused us to suspect pneumonia, but this rapid breathing 
would subside, unlike pneumonia, so soon as the fever abated. 


The fever from a lobar pneumonia usually begins abruptly and is 
apt to maintain a high curve along with rapid breathing. But listen and 
percuss as we may, in certain types, we cannot always find the point of 
consolidation, so we can only make a provisional diagnosis and await 
developments, in the meantime, treating the case symptomatically. But 
sometimes, one must wait three to five days for a positive diagnosis; in 
fact, I remember one case following influenza, that had the crisis before 
I could locate the involved portion of the lung. 


PYELOCYSTITIS: 


Here we have a disease which is more often overlooked than any in- 
fantile affection with which I am acquainted. I have had a series of 
cases recently which brought this forcibly to my mind. These cases are 
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easily overlooked, for many times, in fact, in the majority of cases, there 
is no particular symptom which would draw one’s attention to the uri- 
nary tract, and it is only by frequent and careful examination of the in- 
fant’s urine that one could arrive at a proper diagnosis. The fever in 
this condition, as one might expect, partakes of the irregular septic 
type, running from subnormal to 105 degrees, and continues this way 
for weeks at a time, if proper treatment is not instituted, though luckily, 
many of these cases go on and get well of themselves. Keep in mind that 
most of these cases are due to colon bacillus and usually follow acute or 
chronic diarrhoeal conditions. Remember, also, that 90% of these cases 
occur in female infants between the ages of four and eighteen months, 
but—most important of all,—remember to examine the urine of your 
infant patient more frequently and carefully. The urine may be caught 
in large mouthed bottles strapped to the genitals with adhesive, or by 
placing absorbent cotton over these parts. 


Then, we have a fever found in the new born babe, in the first two to 
six days of life, and named by Holt “INANITION FEVER’ and ascribed 
by him to lack of food or fluids. Now, I do not believe that this is 
the only explanation, for I have found that this fever, rarely if ever, 
occurs except in the heated term, and it is my belief that the intense heat 
of summer is a factor of great importance in this condition, and yet, the 
fever will nearly always subside so soon as the flow of milk is fully es- 


tablished, or if the child is given fluids in abundance. In my earlier 
experience, this fever in the newly born gave me considerable concern, 
but I soon came to know that it was self-limited and of no great sig- 
nificance, and would subside when the proper amounts of fluids or milk 
was given. , 


SEPTIC INFECTION: 


In this, we have a condition that may present itself in any age, from 
birth to puberty, or later. In septic conditions, the temperature curve 
takes on wide variations, running from subnormal to 105, accompanied 
by sweats and prostration. If the ear or urine shows nothing,—then 
one may suspect some of the cervical or other glands or one of the an- 
trums. Here then, will be found a marked polynuclear leukocytosis, 
which increases and aids materially in making the diagnosis. Many 
times, these septic states follow Scarlet Fever, Pneumonia, Diphtheria, 
Erysipelas, or some similar condition, as sequellae or complications. 
However, while recognizing the septic state, many times it is difficult 
to locate the focus of infection. 


While the first mentioned group of types occur oftenest in infants 
under three, in the group now to be discussed, it occurs oftenest after 
this age. I speak of TYPHOID AND TUBERCULOSIS. 
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TYPHOID FEVER: 


This is a little more difficult of diagnosis in the child than in the 
adult, the prodrome is not so marked, the disease more irregular and 
abrupt in onset. Luckily, it is shorter, and in my experience, rarely 
fatal. I have not found a Widal of much benefit, nor have I found the 
enlargement of the spleen present very often. Any sustained high fever, 
without an ascertainable cause and with a leucopeniae, should be treated 
as a typhoid until time helps in a decision. The youngest infant with 
this disease, whom I have ever seen, was my own seven months old baby, 
and was due to direct contagion from my watch, which I unthoughtedly 
allowed her to put in her mouth, immediately after returning from a 
visit in a neighbor’s home, where there were five children sick with 
typhoid fever. I had handled the watch with unclean hands. This 
taught me a severe lesson regarding the contagion from a watch, which 
I shall never forget. Luckily, my baby recovered, but she had a serious 
attack.. In most cases, you have the slowed pulse with a high temper- 
ature, which is so characteristic of typhoid and aids in making the diag- 
nosis. 


TUBERCULOSIS: 


Here, we have the most obscure of all types under discussion, and 
one which tries our skill to the utmost and often we are still left in doubt 
as to‘the actual conditions present. This is true more particularly of 
the lymphoid or glandular form. However, the temperature curve here 
is irregular and not high as a rule. When this condition is suspected, 
it is absolutely essential to have the rectal temperature taken regularly 
from four to six times daily and for a long period of time. The temper- 
ature curve helps more than any other single symptom. The Von Pir- 
quet test is also helpful here, but is not always dependable, for in some 
infections, it may show negative or in severe types not at all, again, 
these tuberculine tests may be confusing for a latent tubercular lesion 
somewhere may give a positive reaction, and not be the cause for the 
fever whose source one is seeking. But, given a child between the ages 
of three and fifteen, who is undersized; anaemic, with or without a 
cough, with general malaise, poor or fitful appetite, loss of weight and 
an irregular fever, not necessarily high in the afternoon and evening, 
with a fall to normal or subnormal mornings, elevated pulse, with a pos- 
itive tubercular reaction, and one is justified in a diagnosis of concealed 
lymphoid tuberculosis. Of course, should there be any enlarged lymph 
nodes that are palpable, the diagnosis is more easy and certain. 


Another cause mentioned by Holt is ENCYSTED EMPYEMA, but 
I have never seen a case. But an ordinary empyema may confuse one 
for a time, and I have seen several such cases that were overlooked. 
However, if one should use the aspirating needle oftener, these mistakes 
are not likely to occur. 
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LA GRIPPE: 

In this group, is another disease which is sometimes hard to diag- 
nose in children. Here we have no special symptoms pointing to the 
cause and the diagnosis is made largely by exclusion and we are aided 
chiefly by the fact that it occurs in epidemic form and usually in winter. 
This applies more particularly to that form of la grippe when the 
nervous or gastric systems are involved, without the symptoms usually 
found in the upper respiratory tract. 

Treatment ; 


There are certain fundamental treatments which are applied to prac- 
tically all of these types with benefit, while we are working out our 
diagnosis. 

First, a good laxative is in order, and in most instances, I prefer 
calomel in proper doses, then a reduction and a regulation of diet. Hy- 
drotherapy is a measure that is always in order and is used hot, tepid 
or cold, by sponges, packs or tubs, according to indications. I am a 
great believer in water and believe it to be our safest and best antipy- 
retic and one that is always at hand. In infants and young children, 
my preference is the tepid pack, rolling the child from arm pits to the 
knees in bath towels or sheets wrung out of tepid water, then sprink- 
ling the covered parts with cool, not cold, water. Then, if restless or in 
pain, small doses of phenacetine are safe and soothing in any of these 
conditions, but have the disadvantage sometimes of lowering the fever 
and interfering with the natural curve of temperature, which is often 
essential to a correct diagnosis. 

In some cases, bromide and simple opiates will be required to allay 
nervousness and pain and these should be used symptomatically, while 
working out the proper diagnosis. 

To recapitulate: Remember that success in diagnosis, depends upon 
careful, thorough and painstaking examinations, not neglecting to ex- 
amine the ears in all inflammatory conditions that affect the nose, 
throat or chest, making it as much of a rule to examine the urine of in- 
fants and children as you would that of adults. Have the temperature 
taken by the rectum and sufficiently often to get frequent and regular 
readings, and while doing this, do not give antipyretic drugs that will 
interefere too much with the natural course of fever. 

Have a blood examination and count made, for these findings will 
aid materially in making a differential diagnosis, for some of the dis- 
eases under consideration will show a leucopenia, while others will 
show a leucocytosis, besides the benefits from the differential counts. 

Then do not permit your patient to force you into a decision until 
you have had time to arrive at some satisfactory conclusion. It is bet- 
ter to say “I don’t know” than to make a diagnosis that will have to be 
changed in a few days. 
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THROMBOSIS OF THE MESENTERY, WITH REPORT OF CASE 


BY 
H. A. MILLER, M. D., Clovis, N. M. 


(Read before the 36th Annual Meeting of the New Mexico Medical Society, Las Cruces, N. M., 
October 5, 1917.) 


I found the literature, either descriptive or pathologic in available 
text books, to be very meagre. 

Osler reports 214 collected cases, and divides the affection into two 
groups, acute and chronic. I fail to see how a chronic case could be diag- 
nosed, in fact could exist, without acute symptoms, unless a very small 
terminal artery were blocked with established collateral circulation. 

On the other hand I cannot conceive of a blocking of the superior 
mesenteric artery with any other result than that of a speedy death; how- 
ever, the mesentery supports from 18 to 24 feet of gut with blood supply 
so arranged in loops or arcades that a segment or bowel may have its 
blood supply cut off with a fairly distinct line of demarkation, proximally 
and distally. 

The cause of mesenteric thrombosis can be classed as remote and 
immediate, the remote due to embolic lodgment from endocarditis or in- 
fectious foci, arterio-sclerosis and probably syphilis; the immediate, such 
as tumors or cysts of the mesentery, adhesions or Meckel’s diverticulum 
and twists of the mesentery or, volvulus interfering with the circulation 
or traumatizing the vessel producing a thrombus. 

The cases are reported as usually fatal and diagnosis as difficult 
without exploratory procedure. I have seen three cases and in none of 
them was diagnosis made before laparotomy. I quote one in which Dr. 
Van Buren Knott made a diagnosis before operative procedure: 

Miss Julia P.—Age 17, school girl, was taken suddenly ill at 10 p. m., 
Aug. 16, 1917, with severe cramp-like pains; was chilly and faint, her 
family put her to bed and applied heat externally the pain continuing. 
About 1 a. m. they called in a physician who after observing her for a 
period decided that it was an attack of acute appendicitis, and the pain 
being severe gave her a hypo. of morphine which made the pain endur- 
able; telling her family that arrangements would be made for operative 
procedure early in the morning. 

I saw the case with the attending physician at 7 a. m., Aug. 17, 1917, 
and obtained the following history: School-girl, age 17, had no serious 
previous illness, but gave history of periodic “bilious attacks,” had one 
about three weeks previous while visiting in a neighboring state. Calo- 
mel was given. She had had more or less stomach trouble for several 
years. 

Examination revealed a pulse of 120, somewhat thready, temperature 
101.4, a tender rigid abdomen, with slight tympanitic tumor on right 
side in lower quadrant, painful, also vomiting since evening before, urine 
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S. G. 1036, acidity 120, no albumen or sugar, no blood count was made, 
concurring with the attending physician’s diagnosis we agreed on opera- 
tion without delay. 

The patient was moved to the hospital and prepared for operation as 
speedily as possible, she was put on the table at 10 a. m. and by this time 
tumefaction was much more marked, which was puzzling before the ab- 
domen was opened, a right rectus incision was made and the muscle re- 
tracted inwardly; upon opening the peritoneum there was a gush of sero- 
sanguinous fluid from the cavity and a distended loop of bowel, purplish . 
black in appearance, protruding from the wound, the appendix was 
sought for and removed; it was then found necessary to enlarge the wound 
to furnish inspection and allow turning out the gangrenous gut, conse- 
quently, about a seven inch wound was made and the discolored loop or 
intestine turned out of the cavity in hot pads. A search was made for the 
cause of the obstruction of the circulation to the bowel, which was gan- 
grenous from about 4 inches of the caecum distally to a distance by after 
measurement 46 inches proximally; about the center of the gangrenous 
area was a Meckel’s diverticulum patulous for about three inches from 
the gut terminating in a fibrous cord adherent to a loop or bowel, this 
was freed. It was then found that the intestine had twisted on itself in 
the long axis, strangulating the mesentery at the root of the twist pro- 
ducing a thrombosis of the mesenteric vessels at that point. 

The bowel was untwisted and hot abdominal pads applied but no 
color returning; it was decided to resect, a Murphy button was called for, 
the bowel clamped doubly beyond the lines of demarcation and the in- 
testine resected with a V shaped incision of the mesentery, an end-to-end 
anastomosis made with Murphy button, the omentum was brought over 
site and a peritoneal toilet done and the abdomen closed without drainage, 
the patient left the table with a very rapid pulse and of poor quality and 
a gloomy prognosis was held, but under camphor, strychnine and mor- 
phine hypo. and Fisher’s solution by Murphy drop method, she very 
slowly but gradually improved. 

The button was passed the ninth day, the bowels were very loose for 
about three weeks, but finally regained their normal action; the patient 
was very weak for some time not being able to sit up until after three 
weeks. She left the hospital four weeks after the procedure and at pres- 
ent, about 48 days after the resection is eating practically anything with- 
out discomfort. 


Conclusions: 


The above case has impressed upon me the necessity of being pre- 
pared for any emergency in opening the belly in acute conditions, also to 
execute to best of ability no matter how desperate the condition and thus 
possibly save life, or possess a sense of duty well done, even if termina- 
tion is fatal. 
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EDITORIALS 
THE IMPORTANCE OF DIETETICS. 


In the press of active practice it is impossible to go as deeply as we 
would like into all lines of medical work, any one of which would take a 
man’s whole time if entered into thoroughly enough. The time and energy 
we have after a hard day’s work must be devoted to the study of the cases 
in hand and to keep up with medical journals, and we are seldom able to 
do systematic scientific reading. The subject of dietetics is not receiving 
the attention from physicians that it deserves. It is an extremely inter- 
esting branch of medicine, and a careful reading from cover to cover of a 
first class work on the subject will well repay in practical results the man 
doing it. We prescribe diet more frequently than we prescribe drugs, and 
we should know at least as much about it as about materia medica. We 
know accurately the physiological actions of drugs and prescribe them in 
carefully weighed doses, and yet too frequently give indefinite and even 
inaccurate orders about food. 
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In this present time of war, when food is of such great importance, it 
is our duty to learn all we can about the subject, so as to be able to assist 
in every way in our power the great movement now so well under way. 
The influence of the medical profession is felt everywhere, and it is only 
by learning the subject ourselves that we can act as instructors to others 
and assist in this line of work as we should. In doing this we would at the 
same time help our country, other individuals and ourselves.—E. C. P. 





This is a healthseeker’s country and because of that most of us came 
here. 

When the Government at Washington asked for volunteers for the 
Medical Department of the Army at the onset of the war, many of us 
thought we would fall short of the required percentage asked because of 
the physical requirements. 

It is evident that the climate of the great Southwest has not only put 
a half sole on many a pair of damaged lungs but has caused the profession 
of this section to effervesce with the pep of true Americanism, for, when 
last reported Arizona was leading every state in the union with 19.8% of 
her medical men clamoring for uniforms, Texas with 10.9% and New Mex- 
ico with 11.2%. 

All honor to these men who have set aside everything to answer the 
call of their country, and may they, in doing their bit, furnish the punch 
that will make the world free for democracy. 





Dr. T. D. Crothers, writing to the Medical Record, reviews the case 
of a boy who developed an unusual appetite for liquor after ‘having sus- 
tained a severe injury to the nose. For years he drank steadily. He made 
several attempts to recover, but failed. Finally, a depressed turbinated 
bone was removed and an aversion to spirits followed. Believing the 
injury a possible physical basis for inebriety, the doctor suggests this as 
an unworked field of study for the physician. 

Such a case may prove the truth of the assertion. If there is no hered- 
itary tendency; no mental unbalance which might develop a depraved ap- 
petite; no emotion to relieve in the indulgence of alcohol, there may be 
many such cases helped by surgical procedures. 

But may not the neuroses which accompany any such possible phys- 
ical basis be the cause of the tendency to inebriety? Is it not a fact that 
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neurotic individuals form the greater percentage of our drunkards? If 
these individuals manifest various forms of mental and body inefficiency 
it follows they easily fall prey to such tendencies. 

If it is true that a physical basis may be found as cause in many 
cases of alcoholism, it is unfortunate this field of investigation was not 
suggested years ago, as we firmly believe the temptation incident to the 
acquirement of an appetite for booze will soon be minimized by National 
Prohibition. 





We have Pellagra in the Southwest, and plenty of it. Why should 
we spend any considerable time in reviewing the literature on Beri-Beri, 
Leprosy, or Elephantiasis when it would profit us most to delve in the in- 
vestigation of something we have at home? 

Pellagra is a malignant disease in the sense that it is extremely 
dangerous to life. If we exert our very best efforts in the prevention 
and cure of the various infectious diseases, we should be careful to pay 
the warranted attention to Pellagra. 

When a patient, particularly from the rural districts, complains of 
pain in the spine, insomnia, digestive disturbances, debility, and the his- 


tory 6f an erythema appearing in the spring, let us not overlook Pellagra. 

Like all insidious diseases, prognosis depends upon an early recog- 
nition of the case at hand, and in this early recognition comes an oppor- 
tunity to prevent its spread in the community. 





a” 


There is probably not a physician in active practice in this whole 
region who is not called “Doc” by at least one patient every day. The 
word “Doctor” evidently formerly had attached to it much more respect 
and courtesy than it has at present, that is judging from this uncalled- 
for and undesirable abbreviation. When a man graduates from a 
medical college, leaving out of account his preliminary education, he is 
certainly entited to more than “Doc.” Many physicians put up with it 
when they do not like it, to avoid offending their patients, and a few 
either do not mind it or actually like it. Nearly all patients use the word 
without knowing that the unabbreviated form is the only proper and 
allowable one to use. A tactful reminder is all that is needed to over- 
come this bad habit. Every physician should have in his office in a 
prominent place the sign DO NOT CALL ME DOC. 
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BOOK REVIEWS 


Acute Lobar Pneumonia. Prevention and Serum Treatment. By Drs. O. T. Avery; 
H. T. Chickering; Rufus Cole and A. R. Dochez. The Rockefeller Institute for Medical 
Research, New York, 1917. 

Anyone who contemplates administering serum in pneumonia should read this 
monograph. It is a concise summary of all recent work on pneumonia at the Rocke- 
feller Institute and contains much valuable information. The price is $1.00. 

Cole discourages the use of serum except in type I. So-called polyvalent serums 
are a misnomer so far as curative powers are concerned. 

‘We learn that serum is of no value in the complications of pneumonia. It over- 
comes bacteriaemia and arrests the spread of the infection but the lesion in the lung” 
runs its usual course. 

It is shown that bacteriaemia is the most valuable prognostic sign, nearly all 
cases dying where it is persistent. The contagiousness of pneumonia is also quite con- 
clusively proved. 

With the recommendation that digitalis be given to practically every case of 
pneumonia the writer cannot agree. Disaster is certain to follow such advice. The 
drug was given up in the time of Schoenlein because large doses produced cardiac 
asthemia and sudden death at times. Must that experience be repeated? 

But, of course, the contents of the volume are highly authoritative and should 
be read by everyone who essays to treat this, the most prevalent and most fatal of 
all the infectious diseases so far as total number of deaths is concerned. 

The Surgical Clinics of Chicago, Volume I, Number V (October, 1917). Oc- 
tavo of 214 pages, 84 illustrations, Philadelphia and London: W. B. Saunders 
Company, 1917. Published Bi-Monthly. Price per year: Paper, $10.00; Cloth, 
$14.00. 

It is pleasant to learn from this number that not all the surgeons are leaving 
for Europe to hold clinics for diseased nations, but that a few are on hand for in- 
dividual needs. The program begins with an assault on that vicious enemy, 
Cancer, as it affects the breast (Dean Bevan). There is also an article on Hernia 
of the Breast (Malcolm L. Harris). Two cases (illustrated) are given on Tendo— 
and Neuroplasty (Carl Beck) showing the practical application of certain methods 
of tendon and nerve repair by suture, interposition of foreign material, and auto- 
plastic grafts, by which the normal functioning of a badly cut hand was gained. 
The difficulties of treatment in brain lesions following long after traumatism 
are well shown in a case of Brain Cyst following skull fracture, followed by a 
‘peculiar post-operative course.”’ (Dallas Phemister.) The writer also speaks of 
the method of cyst formation. 

Military surgeons will enjoy an article on Hammer Toe, purposely induced by 
a Russian to avoid military service 13 years ago, (David Straus) which is well 
illustrated and the author’s operation shown. He also gives the technique of a 
modified Jones’ operation which, in his case, produced no hallux valgus, a great 
possibility had the deprived toe been amputated. 

It is difficult to pick out the ‘‘best” articles in this number, because all have 
been selected for their usefulness and will meet many needs. 
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BEWARE OF SWINDLERS. No doubt you may have seen the several notices, 
under “General News,” in the Journal A. M. A., in several recent issues, entitled 
“Once more a warning.’’ These refer to swindlers operating in different sections 
of the country,—various letters having been received from victims in Ohio, Colorado 
and other widely separated states. Now comes a letter from the well-known pub- 
lishing house of W. B. Saunders Co., of Philadelphia, saying a man under the name 
of E. T. Rogers, claiming to represent the University Progressive Club of Cincinnati, 
for medical and other journals, has been victimizing physicians in Illinois; and 
the same subscription swindlers, or another under the name of Robert Wayne, has 
been relieving physicians of their well-earned cash in the region of Gary, Ind. It 
is believed there is concerted action, perhaps by an organized band, being taken 
at this time of the year, to victimize physicians on so-called ‘“‘subscription” schemes. 
Every physician should decline to pay any money by check, or otherwise, to sub- 
scription agents not personally known to him, or for whom other physicians cannot 
vouch. Many of these so-called agents operate under the guise of students ‘“‘work- 
ing their way through college.”’ 


GASTRIC ANALYSIS.—The so-called fractional method of gastric analysis advo- 
cated by Rehfuss has been found to have such advantages that it has been intro- 
duced in the Battle Creek Sanitarium, where tests meets to the number of thousands 
are given each year. To the patients, the new plan is very preferable. Indeed, the 
swallowing of what was often called “the garden hose” was attended in most cases 
by actual suffering and in many by severe pain. Under the fractional method 
a very small tube is used. An oval tip, made of metal and perforated, makes the 
swallowing easy. Of course, it is inconvenient to have to sit for an hour and a half 
or two hours without removing the tube, but there is no real distress. The usual 
test meal of two slices of toast and a glass of water is given, at intervals of half an 
hour, a small specimen of the gastric juice, 10 or 16 C. C. is taken, until the acid- 
ity curve begins definitely to come down. 


Under the old method, the practice was to take out all the gastric juice 
at the end of an hour. At Battle Creek, the period had been lengthened to an 
hour and a quarter because this was found to be the usual time of greatest acid- 
ity. A comparison of the two methods shows that the original plan was misleading 
in many instances. Under that procedure, cases would be set down as normal if 
the acidity was shown to be at the usual percentage one hour after the meal. How- 
ever, as the fractional method proves, many patients who have the right acidity at 
that minute, many have far too little or too much, before and after the hour has 
= By studying the complete cycle of digestion, an accurate diagnosis may be 
made. 


INCREASED POPULARITY OF ELECTRICITY AND RADIUM 


Both of these remedial agents have passed through the “novelty” stage and 
are now being used and endorsed by hundreds of medical men of unquestioned 
standing and ability. Electricity and Radium already have an important place in 
modern medical practice. But, without doubt, much is yet to be learned about their 
value in therapy. 


PHYSICIANS SHOULD QUALIFY. If these two modalities can do even a part of 
what is claimed for them, then physicians should qualify themselves by reading, 
investigation and installation of equipment to use them in their practice, when 
indicated. The physician’s obligations to his clients, no less than his duty to him- 
self, require this. 


COMMERCIAL USES OF ELECTRICITY. In addition to the many and varied uses 
for which physicians have found electricity of value in medical science, they are 
now employing it extensively for commercial purposes, such as electric vehicles, 
lighting and telephone systems for offices, homes, sanitariums, hospitals and pub- 
lic institutions. 


AS A REMEDIAL AGENT. Radium is coming into use more and more by physi- 
cians, particularly in sanitariums and hospitals. In many internal, as well as ex- 
ternal, conditions, Radium is recognized as an important therapeutic agent. 
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THE FACTS ABOUT THE ORIGIN OF MALTED MILK 
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In 1883, Horlick of Racine, Wis., discovered the pro- 
cess for reducing whole milk to a powder form, com- 
bined with the soluble extract of malted grain, and 
devised the name Malted Milk. 

This discovery was of great importance to humanity, 
since for the first time milk was reduced to a dry 
powder form, digestible, soluble in water, and would 
keep in any climate. 

| There was no Malted Milk in the world, other than 
’ Horlick’s for nearly twenty years—and during this 
time, Horlick’s shipped to Europe large quantities of 
their product. 

&! When Horlick’s had made Malted Milk a success, 
; various imitations then appeared upon the market. 
Thousands of physicians know the above facts, and 
will not endorse imitations of the ‘‘Original.” 


HORLICK’S MALTED MILK CO. 


Racine, Wisconsin 



































RADIUM 


Superficial and Cavity Applicators 
FOR 


Mechanical Durability and Therapeutic Efficiency 


EXPERIENCE DEMONSTRATES 


THAT THE 


10 Milligram half strength (2x2c.m.), full strength (1.4x1.4 c. m.), double strength (1x1 c. m.); flat surface, 
glazed face and gold plated back 
AND THE 


25, $0 and 100 Milligram glass tube (cuntained in silver tube, 1-2 m.m. wall thickness) applicators. 


ARE THE MOST SERVICEABLE 


HIGH PURITY SALT, SOLD on BASIS of U.S. BUREAU of STANDARDS, DELIVERY 
GUARANTEED 


Department of Physics and Medicine for Instruction in the Physics of Radium and its therapeutic application. 


NEW YORK Radium Chemical Company SAN FRANCISCO 
Astor Trust Bidg. Gsiandl Oltnen anil Gelemetes 908 Butler Building 
Fifth Ave. and 42nd St. Pittsburg, Pa. 105 Stockton Street 




















